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Abstract

The study assessed the implementation of
Kenya comprehensive school health pilot inter-
vention program. This pilot program has
informed the Kenya Comprehensive School
Health Policy which is a critical document in the
achievement of Millennium Development Goals
relating to child health, gender equality, univer-
sal education and environmental sustainability.
The study was based on focus group discus-
sions, field observations and in-depth inter-
views with government officers who imple-
mented the pilot program. The findings were
categorized into implementation process, what
is working well, what is not working well and
lessons learned. During the course of the study,
it was noted that involvement of all stakeholders
enhances program ownership and sustainabili-
ty but if they are not well coordinated or where
supportive supervision and monitoring is not
carried out, then some components of the com-
prehensive school health program may not be
sustainable. We learnt that comprehensive
school health program increases students’
enrolment, attendance and retention, factors
that are very important in a country’s human
resources development. The study has shown
that although the formulation of a policy may be
participatory and bottom-top, the implementa-
tion requires allocation of enough resources
and coordination to bridge the gap between pol-
icy formulation and implementation.

Introduction

The Kenya comprehensive school health
policy is based on the realization that educa-
tion as a social determinant is affected by
health and vice versa. It follows on the global
spirit of health in all policies movements
which articulates that public health communi-
ty should not only be concerned with policies
that shape health, but also with those that
shape the primary determinants of health such
as social, cultural, economical and environ-
mental.1,2 The policy came as realization that
good health is essential for the success of the
implementation of any educational program in
order to achieve desirable quality learning out-

comes.3 The holistic approach to improvement
of health in schools is aimed at achieving
access, retention, inclusion, equity and com-
pletion of learners so as to achieve sustainable
development as part of a wider strategy to
achievement of vision 2030, a policy road map
to make Kenya a middle income state by the
year 2030 through implementation of projects
touching on the economic, social and political
aspects of the country.4

As a commitment to achieving Millennium
Development and Education for All Goals, the
government of Kenya piloted comprehensive
school health program in two model districts in
the coastal region of the country targeting thir-
ty primary schools. This pilot program, which
was funded through the support of Japan
International Cooperation Agency (JICA) later
on, gave birth to comprehensive school health
policy and was adopted after a wide consulta-
tion and contribution from different stakehold-
ers both in government and other development
agencies. The aim of this policy is to ensure
that health of children including those of ado-
lescent is taken care of in school and in the
community.5

The policy covers a wide range of issues and
tries to address different components of health
which have been clustered into eight thematic
areas, namely: i) values and life skills; ii) gen-
der issues; iii) child rights, protection and
responsibilities; iv) water, sanitation and
hygiene; v) nutrition; vi) disease prevention
and control; vii) special needs, disabilities and
rehabilitation; viii) school infrastructure and
environmental safety.

The policy is envisioned to meet greater pro-
portion of health and psychosocial needs of
children in the school and community.3 To
achieve this, the government of Kenya has
come up with National School Health
Guidelines and Kenya Comprehensive School
Health Handbook to operationalize the policy
by ensuring that school age children, teachers,
support staff and community access quality
and equitable services for improved health.3,5

The guideline and handbook is also to offer
framework for school administrators, teachers,
health workers and community leaders to
guide ideas and organize activities so as to
identify health issues in their schools and
community in order to mitigate against factors
which may hamper health and learning.

The policy background
The Kenya Comprehensive School Health

Policy was developed after a pilot and practical
experiences in Kilifi and Msambweni districts
in the coastal region. The policy is to enable
government to utilize available resources in an
effective and efficient manner towards child
health. It also provides coordination mecha-
nism to enhance the roles of various min-

istries, institutions and stakeholders in tack-
ling the inequality that exists in health provi-
sion especially preventive and promotive
aspect of health.6

Kilifi is one of the districts in Kilifi County
with a total population of 1.1 million. Females
form 52% of the entire population while the
school going children including under five
form 47%.7 There are 160 primary and 23 sec-
ondary schools with pupil enrolment of 154,
848 in primary and 61, 112 in secondary
schools respectively, making it one of the
counties with lowest transition from primary
to secondary level and completion rates despite
the teacher to pupil ratio of 1:36 in primary
schools and 1:30 in secondary schools 68.5% of
the residents of this county are poor according
to Kenya poverty line7 and engage in subsis-
tence farming as one of the major economic
activities. There is a high prevalence of malar-
ia, gastro enteritis and diarrheal diseases
among the communities residing in this area.
There are different ethnic communities with
diverse cultural practices some of which
impact negatively on education and health. On
the other hand, Msambweni district is situated
in the southern part of the coastal region in
Kwale County. Like the sister Kilifi County,
Kwale is one of the counties with high poverty
rates, estimated at 74.6% according to Kenya
poverty line and over 40% of the population live
in absolute poverty.7 The population stands at
649,931 with females making 51% of the total
population. The school going age children
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including the under fives represent 47% of the
population. There are 349 primary and 41 sec-
ondary schools respectively with an enrolment
of 157,454 and 15,461 students in primary and
secondary schools respectively. The pupil’s
teacher’s ratio stands at 1:57 students in pri-
mary and 1:35 in secondary schools.7 Like Kilifi
County, there is a low transition and comple-
tion rates due to many factors. The major eco-
nomic activity of this region is small-scale
agriculture alongside mining and fishing. It is
under such circumstance that the Kenyan gov-
ernment piloted the comprehensive school
health policy to inform the rest of the country
and bring school health to scale.

The policy has been developed based on the
National Health Sector Strategic Plan (NHSSP
II) and in recognition that disease, disability
and ill health are major impediments to devel-
opment of any nation.8 Improved health in
schools allows for better physical and cognitive
development of children and therefore making
them more productive members of the society.9

The policy defines comprehensive school
health program and envisions that all partners
or players in the education sector will embrace
the approach in order to address not only the
education and health needs of children and
learners, but their families, teachers and com-
munities. The policy compliments other poli-
cies that exist touching on health and educa-
tion and as such advocates for the design and
development of programs in the school system
which addresses the needs of learners compre-
hensively and holistically to achieve sustained
national development.

Materials and Methods

Sustaining and Scaling School Water,
Sanitation and Hygiene plus Community
Impact (SWASH+) program conducted a peer
review exchange visit as part of its broader
learning and policy advocacy approach to
understand the background under which this
policy was piloted, implemented and later on
scaled all over the country.  The SWASH+ pro-
gram is a partnership between CARE
International, Emory University’s Center for
Global Safe Water and Great Lakes University
of Kisumu, and the Government of Kenya, with
funding from Bill and Melinda Gates
Foundation and Global Water Challenge. This
is an applied research program whose aim is to
develop, test and bring to scale innovative
approaches to school water, sanitation and
hygiene (WASH) approaches in primary
schools and communities in western Kenya.
One of the priority areas identified for achiev-
ing effective and sustained school WASH serv-
ice in Kenya is by improving the sharing of
knowledge among parents and pupils to teach-

ers and school administrators to government,
community and other development-sector par-
ticipants.10

In April 2012, the researchers from SWASH+
program conducted a peer review exchange
visit to understand and evaluate the compre-
hensive school health policy and program in
the piloted districts. Prior to the visit, the
researchers agreed on the specific areas and
objectives that would guide the gathering of
information from the schools that were to be
visited for the purposes of learning. The objec-
tives were: 
- Share success stories from implementation

of the pilot program and find out the major
activities which have contributed to suc-
cessful implementation of the pilot program.

- Learn the challenges faced and how they
were and have been tackled or addressed.

- Know how the pilot program has been able to
manage and strengthen collaboration, net-
working and partnership in order to achieve
success.

- Know how school WASH has been integrated
into the broader school health policy and
program.

- Understand the strategies for scaling up of
the school health policy in Kenya. 
The researchers engaged the district public

health officers to identify schools in extremes,
doing well and not doing well and also some
schools that were in the middle. Seven schools
were visited, 5 in Kilifi and 2 in Msambweni
districts respectively. Through in- depth inter-
view and group discussions with head teach-
ers, health patrons, district public health offi-
cers, public health officers, school health coor-
dinators and monitoring and evaluation offi-
cers, an insight into the comprehensive school
health program pilot was obtained. A transect
walk through the school was conducted and the
conditions of the infrastructure including san-
itary facilities in the schools visited were
observed.

Although there are 20 primary schools in
Kilifi and 10 primary schools in Msambweni
districts where the comprehensive school
health program was piloted, only 7 were visited
due to constraint in time and other logistics.
After every field visit from each of the districts,
feedback was given to the district health man-
agement team on our findings for corrective
action and to share our experiences.

Results

Based on consensus and guided by the
objectives, which were earlier agreed upon, we
were able to categorize our findings into
implementation process, what is working well,
what is not working well and lessons learned. 

Implementation process
We found that before the implementation of

the pilot program, the government conducted a
survey to define baseline indicators in all the
primary schools in the pilot districts. Targeting
was also done for the selection of the 20 and 10
schools in Kilifi and Msambweni respectively.
This baseline survey also covered health indi-
cators.

The results from the baseline survey were
shared at the zonal level where all the major
stakeholders and the schools where it was
done were present. Each school selected for
the pilot program implementation developed a
plan of action based on the weakness noted
during the baseline survey analysis based on
the 8 thematic areas of the policy.

The action plan developed was then shared
with other teachers and school management
committee (SMC) members who never attend-
ed stakeholders meeting at the school level.
The outcome of these sharing meetings was
that the schools identified activities to be done
based on consensus and their ability to solve
them. It also gave them the opportunity to
identify other partners around their schools
who can assist them tackle the problems iden-
tified in during the baseline survey. The base-
line survey also acted as a benchmark for mon-
itoring and evaluation of the pilot programmed
in the implementing schools.

The implementation process also included
implementation of the schools actions plans
which involved assigning of responsibility to
teachers, sensitization of pupils and teachers,
involvement of SMC and other stake players on
resource mobilization and allocation and lastly,
frequent monitoring and supportive supervi-
sion by JICA and Ministry of Public Health and
Sanitation officers (public health officers).

What is working well
We noted that through the involvement of

schools in the baseline survey, schools were
able to identify all their weak areas, share with
people concerned with the management of the
school and come up with their own solutions.
This we observed, are captured in the schools
action plans which were acting as a guide and
a checklist to the implementation of the pro-
gram to the school administrators. The
involvement of everybody also ensured owner-
ship of the program.

The training and participation of health
teachers as well as other school teachers in the
review and implementation of the schools
action plans ensured school level ownership
and sustainability.

Monitoring of the latrine cleanliness and
other hygiene issues by the pupils themselves
or prefects and orientating them on the policy
thematic areas facilitated the uptake of the
concept.

Involvement and participation of the SMCs
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is working well in terms of maintenance of the
school facility such as infrastructures and
resources allocation. Most of the schools visit-
ed had piped water and therefore, were able to
maintain hygiene issues such as cleaning of
latrines twice a day, washing of hands at criti-
cal times such as after visiting the latrines
since all the latrines of the schools visited had
hand washing station next or adjacent to the
latrines. Hand washing station design has
helped to sustain hand washing where they are
constructed of concrete and situated next to or
inside the latrines.

Linkage and partnership with all most all
stakeholders in education sector in the pilot
areas were involved in the initial stages, espe-
cially during the pilot intervention program.
Schools had knowledge on where to get assis-
tance, for example concerning nutrition, agri-
cultural or farm and health issues but later on
became weak.

What is not working well
We found that the coordination and net-

working between the government ministries,
especially the ministry of public health and
sanitation and that of education were weak.
This was seen in the lack of participation of
the divisional and zonal levels officers in the
post pilot implementation where the govern-
ment officers of these ministries were not
working together. 

Monitoring support from the District,
Division and zonal levels ceased after the
implementation of the pilot period leading to
negative impact on the sustainability of the
program.

There are no references materials for teach-
ers and health patrons in the schools to
enhance health education and hygiene promo-
tion. This poses a challenge in ensuring sus-
tainability of hygiene education and practices.
We also noted the absence and lack of stan-
dardization of latrine construction and clean-
ing supplies. Children were observed cleaning
latrines using twigs and makuti brooms with-
out any detergents or disinfectants. This
exposes the children to the risks of contracting
infections as it was also observed that majori-
ty of the children population lacked shoes and
were walking bare foot. Lack of shoes exposes
children to worm infestation especially when
visiting dirty latrines where their skin is most
likely to come into contact with worms.

All the schools visited lacked anal cleansing
materials for the learners and it was observed
that many of the latrine walls were dirty with
fecal content. It was also observed that some
learners use the corners of the latrine doors to
wipe themselves. The lack of anal cleansing
materials for the children exposes them to
hand contamination and subsequent infec-
tions as a result of dirty or faucal contaminat-
ed hands.

Considering that this policy advocates for a
comprehensive approach to school health
touching on the eight thematic areas, we
found that not all (the thematic areas of the
school health program) are functional. And in
most of the schools visited, access to nutrition-
al services such as school feeding has col-
lapsed due to widespread poverty while the
WASH component seems to be given promi-
nence and support thereby overshadowing
other areas. Other areas such as life skills,
environmental and structural safety, although
integrated into the school’s curriculum and
daily activities, they are not given priority that
they deserve.

Some of the cultural practices such as chil-
dren not being allowed to share latrines with
adults and the belief system on ghosts hampers
the delivery of comprehensive school health
policy. We observed that due to cultural prac-
tices and belief system, the use of latrine and
observation of hygienic behaviors such as
cleaning and accessing of latrines are ham-
pered in some of the schools visited. In one
group discussion, it was participants noted
that …pupils report of seeing majini in the
school latrines preparing meals, and in some
cases seeing very tall people in the latrine. This
hinders the usage of such facilities.

Lessons learnt
We have learnt that comprehensive school

health program appears to increase enroll-
ment, retention and attendance of pupils as
was observed by the researchers. Participation
of various stakeholders is key in implementa-
tion and sustainability of the comprehensive
school health program. This we also learnt can
be achieved through participation of multi-
national companies who have embraced the
idea of corporate social responsibility as was
observed in schools where tourists’ hotels are
nearby. Corporate and community responsibil-
ities improves learning environment drastical-
ly, especially in infrastructure provision there-
by increasing student enrollment, retention
and attendance. 

Provision of latrines without consideration
of anal cleansing materials can have some
negative unintended outcomes, as it will aid
the spread of infections from one child to the
other. Transferring of trained teachers and
other people during implementation period
weakens the program sustainability. 

Although, in majority of the schools visited,
we observed the presence of enough latrine
facilities as well as water storage provision
such as water tanks, there is lack of standardi-
zation of the latrine structures. Majority of the
schools visited did not have recommended
latrine structures due to lack of information
and schools management not seeing any sense
in taking their structural plans for approval by
competent government authorities. We also

observed that in these schools, there is a delib-
erate effort to provide piped water and electric-
ity for the learners. Provision of water to
schools or access to water is important to
maintenance of hygiene and overall good
health of students and community.

We also learnt that in few of the schools vis-
ited, pupils are encouraged to carry soap for
hand washing from home to school. This is
positive health behavior but the schools
administration reported that they did not know
whether all pupils’ practices hand washing
with soap and were not capable of monitoring
this behavior. 

The comprehensive school health handbook
gives the governance, institutional and imple-
mentation structure for the operationalization
of the policy. We observed that the operational-
ization of the institutional framework for
implementation of the program has not been
done and some of the committees such as
school health committee have never been
formed. The relationship between different
government ministries, supportive supervision
and coordination are not yet clear to stakehold-
ers especially schools. This may hamper imple-
mentation, scale up and sustainability of com-
prehensive school health programm.

Discussion

Studies have shown that the process of poli-
cy implementation is usually divorced from the
development of the policy itself and lack of
proper planning may pose a great risk11 and
hinder its implementation. The implementa-
tion process of the Kenya comprehensive
school health policy is an approach that has
hitherto been used in most development of
policies in the country, bottom-top and which
is the right direction in policy formulation. The
pilot project provided a good platform to involve
the citizens in policy formulation and learning
in order to improve on the implementation.
And as observed by Brynard,12 policy imple-
mentation is not merely an administrative
choice which once legislated and the institu-
tions mandated with administrative authority
identified will just happen, but rather a process
that encourages action by public and private
individuals or groups towards achieving the
objectives of the policy. According to this study,
the implementation of this policy has been
marred by factors such as inadequate funding,
non-operationalization of the coordinating
structure leading to poor networking and col-
laboration as well as lack of referencing mate-
rials for implementers. 

Lack of enough funding to implement public
health care interventions is not something
new in Kenya, just like most countries in sub
Sahara Africa, where implementation of poli-
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cies especially those that address promotive
and preventative health such as the compre-
hensive school health policy, Kenya govern-
ment has not provided enough resources to
effectively implement this policy. Studies show
that there is a large gap between policy formu-
lation and implementation in Kenya13 and this
affects development. Without enough
resources the coordinating mechanism of the
implementation suffers since prioritization of
activities that can cause the desired change
are not done or may not be followed. The Kenya
comprehensive school health policy has eight
thematic areas of which if not well coordinat-
ed, as is the case, then some areas of priority
are likely to lag behind and therefore the
achievement of the desired change may not be
attained. For example, it is evident from the
study that water, sanitation and hygiene is
given more prominence than other thematic
areas. This is due to funding from other part-
ners who are advocating for universal and sus-
tainable sanitation and drinking water both in
schools and communities.  While this is good
and enhances provision of services to schools
and communities coming from the national
level, there is the lack of fostering partnership
and collaboration which ensures sustainability
at the local level. Networking and collaboration
at the local level ensures ownership and sus-
tainability thereby achieving policy objective,
in this case, improved health of children in
school and in the community to sustain human
resources and development.

Networking and collaboration requires a
strong coordinating mechanism that ensures
effective monitoring and support supervision
is carried out, best practices captured and chal-
lenges addressed to ensure implementation of
the policy is on track. Lack of information and
referencing materials for the implementers
can be tackled if the coordinating mechanism
is strong and ensures timely monitoring and
supervision. Lack of referencing materials on
the thematic areas such as water, sanitation
and hygiene concerning latrine and water
facility construction standards, hygiene educa-
tion and promotion materials, agriculture and
nutrition, life skills and disease control may
hamper the implementation of the policy and
thereby scuttle the achievement of its objec-

tive. It has been observed in this study that
majority of the schools visited which took part
in the pilot program lack referencing materials
to guide implementers in the implementation
process of this policy yet it is being rolled down
to the whole country. This challenge may
therefore slow down its uptake and kill the
spirit of its implementation.

Conclusions

The results of this study show that there is a
lot to be done to bridge the gap between policy
formulation and implementation of the Kenya
comprehensive school health policy although
the process of formulating it has been partici-
patory. The quest of Kenyan government to
transform the way policies are formulated and
implemented to improve the health of her citi-
zen is something which has to be lauded.
Although the study has shown that there are
issues which have to be tackled to achieve the
objective of the policy, with planning and oper-
ationalization of the coordinating structures,
the implementation of this policy will ensure
that the health of Kenyan children and their
communities is improved.  
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